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EXECUTIVE SUMMARY
A Situation Analysis (SA) was conducted in seven local government health centers as part of
a larger project concerned with studying the feasibility of integrating RTI services within the
existing Family Planning/Reproductive Health Program of the Department of Health (DOH).
The SA was part of a series of baseline activities conducted by the Family Planning
Operations Research and Training Project (FPORTP) as part of its study on Integrating RTI
Management in LGU Health Centers. It was conducted by Population Council Manila as
a technical assistance activity for the DOH.
Participating health centers were located in a variety of local government contexts: a large
and highly urbanized community within Metropolitan Manila (Quezon City), a medium-sized
city in Northern Mindanao (Cagayan de Oro) and two semi-urban municipalities from
Misamis Oriental province (Tagoloan, Jasaan). The research team visited these health centers
to examine existing facilities and equipment, staff capabilities, and client-provider interactions.
Clients were also asked to relate their perceptions about the quality of service provided to
them.
The SA Results showed that the FP/MCH and other services offered in the clinics were
generally satisfactory. All centers had piped running water, electricity, sufficient seating for
clients and working toilets and latrines. The examination areas were generally clean, had
adequate light and water facilities as well as auditory and visual privacy, although not all
clinics had a private area for counseling. In the clinics that had a laboratory area, the capacity
of these laboratories was limited due to inadequate supplies. None of the centers could
conduct basic laboratory tests for RTIs.
The health staff, particularly the physicians, had varied schedules for reporting to the center.
In some cases doctors reported only once a week, as they manage two or three more clinics
at the same time. A similar arrangement was also found for centers where a medical
technologist or a population program officer (PPO) was assigned, where both reported
weekly while the rest of the staff reported daily.
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Signs indicating the availability of FP services were rarely seen both inside and outside the
building. The clinics, however, had ample supplies of IEC materials such as flipcharts,
samples of contraceptive promotional materials, posters, and brochures. In spite of the
availability of materials, health talks were not given in any of the clinics during the visit of
the research team. Family planning methods such as pills, condoms, injectable, and IUD were
generally offered in the health centers. In general, records were kept in an orderly fashion,
although only not all clinics kept separate records for RTI cases. Some FP records were also
not completely filled out. The few providers who indicated that they were trained in RTI
management thought their training was adequate. Providers claimed that they encountered
one to five RTI cases on the average per month, which they usually treat with antibiotics and
suppositories if these are available in the clinics. Otherwise, they are either given prescriptions
to buy or are referred to another facility (often to an STD clinic or a nearby hospital) The
providers also showed substantial knowledge about RTI symptoms and the modes of
transmission.
The interaction between providers and clients centered on the purpose of the client's visit
which was usually to avail of an FP method. Concerns about RTIs/STDs were not raised by
either clients or service providers. In general, providers asked clients about their last
menstrual period and their medical history but did not ask about either RTI symptoms or the
client's sexual history.
There were omissions on the part of providers during pelvic examinations. For instance,
although all providers used clean/disposable gloves and a sterilized speculum, in only about
half of the examinations did they wash their hands before the exam. Privacy is not always
observed since In some cases it was observed that people other than the provider were
present during a pelvic exam. Not all the clients were informed what would happen during
this exam, although they were informed of the findings. The providers encouraged their
clients to discuss the results with their spouses.
Most of the clients received counseling and health education on FP/MCH topics. Clients
were told to return for a follow-up, but not all received a written reminder. First-time visits
took an average of twenty-two minutes, while follow-up/return visits took about fourteen
minutes on average.
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Most of the clients said they received the service they wanted and found the length of
consultation "about right"and the providers' explanation "easy to understand". They also
claimed there was privacy in the examination room. Clinic hours were found by clients to
be convenient and waiting time acceptable.
Although only a small percentage of the clients were accompanied by their husbands, half
of the women believed that their husbands would have come if they had asked. Travel time
from home to the clinic usually took less than thirty minutes. All services were offered to the
clients free of charge, although they were able to donate some small amount if they wished.
In general, the results of the situation analysis show that clinic facilities, client-provider
interaction and staff capability, though satisfactory, can still be improved. However, it is clear
from the situation analysis results that RTI services in the seven SDPs visited are either
lacking altogether or only being addressed in a very inadequate fashion.
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Integrating RTI Management in LGU Health Centers:
A Feasibility Study
SITUATION ANALYSIS OF LGU HEALTH CENTERS FOR INTEGRATING
RTI MANAGEMENT WITHIN THE PHILIPPINE FP/MCH PROGRAM

INTRODUCTION
As part of a larger effort to investigate the feasibility of integrating services for the
management of Reproductive Tract Infections (RTIs) within the local government health
centers, a set of baseline data gathering actvities was undertaken. These include a Situation
Analysis of seven main health centers found in three different settings found throughout the
country: Quezon City, Cagayan de Oro City and the province of Misamis Oriental. The main
reasons for selecting these particular locations consisted of their participation in the Local
Govermnent Performance Program (LPP) and an expressed interest on the part of their
program manager to address the problem of RTIs.
The seven participating health centers were the following:
1.
2.
3.
4.
5.
6.
7.

Bernardo, Quezon City
Toro Hills, Quezon City
Tagoloan, Misamis Oriental
Jasaan, Misamis Oriental
Macabalan, Cagayan de Oro
Lapasan, Cagayan de Oro
Carmen, Cagayan de Oro

These may be considered as comprising a relatively wide spectrum of local government health
centers, ranging from a very large urban center in the Manila Metropolitan Area (Quezon
City), to the second-largest city in Mindanao (Cagayan de Oro) and the semi-urban setting
of Tagoloan and Jasaan municipalities.
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OBJECTIVES
The Situation Analysis was employed in the present study to provide a description of the
availability and quality of the existing FP/MCH services and to determine the readiness of
these clinics to provide RTI services. These date were intended to help the project team to
plan for the proposed intervention activities, namely, the training of physicians, nurses, and
midwives on RTI Case Management and for holding a refresher course for medical
technologists on basic laboratory methods for RTI Management.
The specific objectives of the Situation Analysis were to:
1.

Conduct an inventory of supplies and equipment available at the partiticipating
clinics while also describing the physical set-up of these clinics as would be needed
for the provision of RTI services;

2.

Determine the quality of care provided during the course of client-provider
interactions;

3.

Describe the experience and capability
managing RTIs;

4.

Determine client perceptions about the quality of health services being provided
to them.

of the

health personnel involved in

METHODOLOGY
The Situation Analysis instruments were customized to focus on the readiness of the health
clinic to provide RTI management services. The SA had four parts: an inventory of clinic
supplies and equipment; an observation of client-provider interaction; an interview with the
clinic's family planning staff; and an exit interview with FP clients. The instruments were
finalized after an intensive training on the SA approach which was held on January 21-25,
1997 and pretested soon afterwards. Permission to undertake the Situation Analysis was
obtained from the city health offices of Quezon City and Cagayan de Oro and the provincial
health office of Misamis Oriental. Data collection took place on February 13-24 in the
seven study sites.
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INVENTORY OF HEALTH FACILITIES AND SERVICES
PROVIDED AT THE HEALTH CENTER
FP services were available on a daily basis in all seven of the selected health centers. In some
centers, however, clients were advised not to come for a consultation on Wednesday morning
since this time was routinely set aside for the immunization of children. Depending on the
volume of people seeking medical attention, clients were either seen upon arrival or had to
wait for up to 30 minutes before being seen.
All centers had piped running water, electricity, sufficient seating for clients and working
toilets/latrines. Six of the seven centers had a laboratory area. Only two had a private area
for counselling.
Although health personnel have been assigned full-time in the participating health centers,
the availability of these personnel differed. Nurses and midwives were available full-time in
all these health centers. However, in three of the seven centers, doctors were only able to
visit on a once-a-week basis, while the rest of the staff were permanently stationed.
Similarly, in six of those centers where a medical technologist had been assigned, three
medtechs visited the health center on a weekly basis. In all cases, the main responsibility of
these medtechs was to perform sputum examinations of NTP clients. This arrangement was
also true for the two centers with population program officers, since these, too, came only
on a regularly scheduled visit.
There was only a single center in which signs that indicated the availability of FP services
could be found both outside and inside the health center. In the other clinics, the signs about
family planning services were either posted inside the premises (three cases) or were not
available (three cases).
The IEC materials available in all centers were flipcharts and samples of contraceptive
promotional materials. Family planning posters and brochures could be found in six of the
seven clinics.
No health talk was given in any of the health centers during the visit of the research team.
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Most of the conditions required for a well-functioning examination area were maintained by
the seven health centers. In general, the examination areas were clean, had adequate light
and water facilities, visual privacy and (except for one case) auditory privacy.
The capacity of the participating centers to carry out a laboratory examination was limited.
Although IUD sets and microscopes were present in six of these seven health centers, other
supplies were wanting (Figure 1). Glass slides were available in only four centers while
staining reagents for RTI microscopy were absent in all seven locales.
A range of family planning services was offered in all the health centers. Pills, condoms and
LAM were offered in all clinics visited. Injectables were available in six of the seven centers,
while the IUD was available in only five of the seven health centers.
Figure 1. Availability of family planning and laboratory equipment
in the health centers (percentage)
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None of the health centers could conduct basic laboratory tests for detecing RTIs.
Laboratory tests such as Gram staining, wet mount smears, KOH preparations, and
VDRL/RPR tests had to referred to other hospitals or laboratories. Although Pap smears
were collected in four of these seven health centers, lab examinations had to be done in
advanced laboratories or government hospitals. Pregnancy tests were also performed in four
of these centers but only when reagents were available.
As for record keeping, a multiple visit card was used for each client in all the centers. The
record cards were well kept and orderly except in one center where the filing system was
imperfect but still usable. Four of the seven health centers kept separate records for RTI
cases (Figure 2).
Figure 2. Maintenance of a separate client record card for RTI cases (percentage).

Family planning statistics reports were sent by all the health centers on a monthly basis to a
supervisor or higher unit. Copies of these reports were kept in the health centers, but they
did not contain any statistics on the number of RTI cases diagnosed. Only four centers
reported that feedback was received on these reports.
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Individual FP records were generally classified according to the method received by the
patient and were arranged alphabetically. Some of these records had incomplete information,
especially about the client's physical examination.
Visits to the clinics on the part of supervisors were common. Except for one center, where
the last visit had come more than six months previous to the survey, all of the remaining
centers were visited by a supervisor within the last three months. Various purposes were
cited for these visits: to give updates on upcoming activities, to identify and solve problems,
to monitor supplies and commodities, to gather reports and give feedback, and to monitor
FP trainings conducted at the health centers.
In all the health centers, clients were not charged for the services or medicines they received.
However, donation boxes were visible in four of the seven clinics, presumably to remind
clients to give donations if they could.

STAFF INTERVIEW
All the clinic staff who were responsible for providing family planning and reproductive
health services were interviewed individually and in private at the end of the working day.
It was made clear that the interview was not meant to evaluate the performance of the health
center or the providers individually. Assistance was sought from the clinic staff in order to
find ways to improve the functioning and quality of service offered by health centers.
Of the 22 health providers interviewed, there were eight midwives, seven nurses, five
physicians and two population program officers (Figure 3). Almost a third (32 per cent) had
worked with the health center less than five years (Table 1). Only four providers had been
working for 20 years or more in the health centers. Exactly half had been working in the
health center for nine or fewer years. A similar proportion (10 out of 22, or 46%) had only
been providing FP and RH services for the same period of time -- 0 to 9 years.
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Figure 3. Staff assigned at the health clinics (percentage)

Table 1. Number of years staff worked at health clinics and number of years
they provided reproductive health and FP services (percentage).

NO. OF YEARS

(HOW LONG WORKING IN THE
HEALTH CENTER)
NO.

%

(HOW LONG PROVIDING
RH/FP SERVICES)
NO.

%

0-4

7

32

3

14

5-9

4

18

7

32

10 - 14

3

14

2

9

15 - 19

4

18

5

23

20 - 24

2

9

1

4.

25 - 29

1

4

3

14

30 - 34

1

4.

1

4

TOTAL

22

100

22

100

Note: Totals may not add to 100 due to rounding
Average no. of years working with health center: 11
Average no. years providing RH/FP services: 13.4
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A majority of health providers have attended the following trainings: family planning
Basic/Compre, STD/HIV/AIDS, interpersonal communication skills, DMPA, and IEC.
Slightly more than a quarter (27 per cent) have attended a syndromic management training
course (Figure 4).
Figure 4. Training courses attended by health clinic staff (percentage).

Twelve out of 22 (55%) believe that their past trainings have prepared them sufficiently to
address the problem of FP side effects (Figure 5). The rest claimed that their training was
inadequate because new FP methods had since been introduced, (e.g. DMPA), because
complications arose, or because their learnings had been based only on books.
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Figure 5. Whether or not the past training attended by health clinic staff suffiently
prepared them to address FP method side effects (percentage).

Almost all service providers (20 out of 22) had heard about RTIs. However, only three of
them had been trained in RTI management (Table 3). These same three respondents also
claimed that their training had not been enough to address the RTI cases that may be found
in the health center. A majority (95%) of the providers said that they would refer clients who
sought diagnosis and treatment to another clinic or SDP, especially if instruments for
diagnosing and treating these cases were not available in their own health center.
Table 2. Percentage of clinic staff who underwent training on RTI management
RESPONSE

FREQUENCY

%

NO

17

85

YES

3

15

20

100

TOTAL

A majority of the service providers (68%) had attended to RTI cases in the past (Figure 6)
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Figure 6. Had health clinic staff attended an RTI case in the past? (percentage)

Among those health providers who had seen at least one case, one-third saw one to two RTI
cases per month. A fifth of them saw three to four RTI cases per month; and another fifth
saw only one to three cases per year (Table 4). A majority (86%) managed the RTI cases
they encountered by treating clients with antibiotics/suppositories (Figure 7).
Table 3. Frequency of health clinic staff encountering clients with an RTI
(percentage).

NO. OF CASES

FREQUENCY

%

5 - 6 PER MONTH

2

13

3 - 4 PER MONTH

3

20

1 - 2 PER MONTH

5

33

4 - 6 PER YEAR

2

13

1 - 3 PER YEAR

3

20

15

100

TOTAL

Note: Totals may not add to 100 due to rounding
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Figure 7 . RTI management in health clinics (percentage)

Almost all providers (all but one) believe that FP providers should be trained in RTI
management. A majority (77%) of the providers do not believe that using some FP methods
increases the risk of acquiring an RTI (Figure 8).

11

Figure 8 . Percentage of health providers who believe that using FP methods
increases the risk of acquiring an RTI

All health staff agreed that sex with infected partners is a mode of RTI transmission (Figure
9). Lack of personal hygiene (50%) and either unclean water/surroundings or public toilets
(50%) were also cited as modes of transmission. All agreed that condoms offer protection
against STDs, while 16 out of 22 mistakenly believed that pills could bring the same result.
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Figure 9. Modes of transmission of RTIs (percentage).

The providers identified complaints or symptoms of patients with RTI. Among the most
commonly named symptoms were vaginal discharge (86%) and lower abdominal pain in
women (82%) (Figure 10). A majority (82%) considered yellowish or greenish vaginal
discharge as abnormal. Half of the providers considered urethral discharge as a sign of an
RTI.
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Figure 10 . Usual complaints/symptoms of patients with an RTI (percentage).

More than half of the providers (59%) answered "it depends" when asked whether nondoctors, particularly nurses and midwives, should be allowed to provide treatment after
having been trained in RTI case management (Figure 11). One such variable factor was
the location of the clinic. According to many of these respondents, this approach might be
acceptable in far-flung barangays that are rarely if ever visited by doctors. Twenty-three
percent were willing to agree outright with this proposition while a slightly lower
proportion (18%) said that they could not agree with this. This latter group tended to
stress that non-doctors cannot dispense drugs unless there is a standing order from the
MHO.
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Figure 11. Percentage of health providers who believe that non-doctors should
be allowed to provide treatment after having been trained in RTI case management

18%
no

23%

59%
it depends

yes
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CLIENT PROVIDER INTERACTION
There were 42 health center clients included in the study. The majority (76%) of the
clients were there for follow-up visits while the rest (24%) visited for the first time
(Figure 12).
Figure 12. Percentage of first visits and revisits of clients

The main purpose of first-time clients was to avail of a family planning method (80%).
Among those who revisited, the most common purposes were: to have their next DMPA
injection (25%), to get their regular supply of pills (22%) and to switch methods (16%).
Topics for Consultation
A checklist was used to ascertain the topics brought out during the course of the consultation.
16

The results showed that discussions were held on several topics such as: purpose of the
visit (76%) , birthspacing (50%), and breastfeeding (36%). Either the service provider
asked the client or the client spontaneously mentioned these topics during the consultation.
Discussions on family planning topics focused on whether clients were currently using a
family planning method (50%), client's preference for a particular method (36%), problems
with the use of family planning methods (31%), and whether clients had any discussion with
their spouses about FP concerns (19%) Figure 13 illustrates these findings.
Concerns about STDs/RTIs were not raised by either clients or service providers during the
consultations. None of the providers discussed any contraceptive method that could offer
protection from STDs, RTIs, or HIV/AIDS.
Figure 13. Topics discussed during the consultation (percentage)

IEC Materials
Among the IEC materials used during the consultations, samples of contraceptive materials
were the most widely used (19%), followed by flipcharts (14%) and brochures/pamphlets
(14%). About one in eight consultations involved the use of a calendar whereas a mere 2
percent use a booklet on FP. (Please see Figure 14 for details.)
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Figure 14. IEC materials used during consultation (percentage)

Medical History and Physical Examination
During history taking and physical examinations, the questions most frequently asked by the
health provider were those concerning the client's last menstrual period (60%) and her
medical history (50%). Least asked were questions associated with reproductive tract
infections such as unusual genital discharge (5%), previous/current RTI symptoms (2%) and
pain during urination (2%). It must be noted, however that the family planning service
record used by the the service providers does not include many items that relate to RTI.
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Pelvic Examinations
Eleven of the 42 clients had pelvic examinations. All of these were held in a private room,
in which the providers used clean/disposable gloves and a sterilized speculum. However, the
providers clearly failed to wash their hands before the exam in six of the eleven cases. Apart
from the researcher, there were other people present in five of the 11 examinations.
Although only 45 percent of the clients who underwent an examination were informed
earlier what would happen at this time, all those who were examined were informed about
the findings of the examination. Clients were also encouraged to discuss the results of their
exam with their spouses in a clear majority (71%) of all such cases. Figures 15a and 15b
illustrate these findings.
Figure 15a. Pelvic exam procedures followed by health providers

After the consultation, most of the clients (83.5%) were not prescribed any drug. The rest
were given such drugs as cotrimoxazole, nystatin suppository, vitamins and ferrous sulfate,
albothyl suppository and paracetamol.
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Counseling and health education were received by a considerable number of clients (79%) on
various topics related to family planning and maternal and child health. The list of topics
included iron tablet supplementation, self breast examination, basic information on the
different family planning methods, personal hygiene, breastfeeding and use of condoms as an
alternative contraceptive.
Figure 15b. Percentage of clients who were encouraged to discuss
findings from the physical examination with their spouse.

29%
no

71%
yes

As for return and follow-up visits, in almost all cases (95%) the clients were told to return
for a follow-up (Figure 16). However, only 37 per cent of those who were told to return
received a written reminder of the follow-up schedule. The rest (63%) only received verbal
instructions (Figure 17).
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Figure 16. Percentage of clients who were told by health provider
to return for a follow-up

not told
5%

N=42

told
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Figure 17. Percentage of clients who were given a written
reminder of follow-up schedule

given
63%
not given
N=40

The time requested for the onsultation ranged from five to fifty minutes for clients who were
visiting for the first time. The visit of first-time clients took an average of 22 minutes. For
those who came for follow-up/return visits, the length of their consultation ranged from
four to 95 minutes, with an average of 14 minutes per visit.
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Figure 18. Average length of consultation for first visit and follow-up (minutes)
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CLIENT EXIT INTERVIEW
Characteristics
There were 38 women (out of the 42 observed in the client-provider interaction) who were
interviewed after their consultation. Four clients were no longer available for interview since
they were in a hurry to go home or had some other task to do.
A majority (79%) of the women were Roman Catholic. More than a third (34%) were in
the 25-29 age group; more than a fourth (26% ) were aged 20-24 years old, and almost a
fifth (19%) were 30-34 years old (Figure 19). Almost all (90%) were married while the rest
had "live-in" arrangements. More than a quarter (26%) had some years of secondary
education while a similar proportion had completed their high school studies. Slightly more
than a fifth (21%) reached college level. Sixteen per cent completed elementary education
and another 11 per cent just completed Grade 5 or even lower. With their educational
attainment, almost all of the clients (92%) could easily read a simple message.
Figure 19. Age group of clients interviewed

3 5 & above

1 5 -19
5%

16%

2 0 -24
26%

3 0 -34
19%

34%
2 5 -29
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Figure 20. Educational attainment of clients interviewed

gr. 5 or low er

college level

11%

elem. grad.

21%

16%

26%
26%
high school grad
inc. high school

N= 3 8

Most women (84%) were unemployed (Figure 21). For those engaged in paid work, they
worked in one of the following jobs: saleslady, food vendor, collector of trip tickets, radio
station surveyor, or helper. Some (11 out of 38) were engaged in the informal sector or
service economy to earn additional income, like the buy and sell business, sewing clothes, and
doing laundry.
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Figure 21. Employment status of clients interviewed (percentage)

employed
16%

84%
unemployed

N= 3 8

Client Satisfaction
Women came to the health center for four general reasons: namely, for family planning
services, family planning information, maternal and child-health related services, and others.
A majority (69%) of the respondents had visited the health center for family planning
services. Of these, more than a fourth (26%) came for a DMPA injection while 24 per cent
came for a resupply of pills (Figure 22).
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Figure 22. Client's main reason for coming to the health center (percentage)

Almost all of the women (35 out of 38) claimed that they received the service they wanted
from the health centers while a majority (63%) felt that the length of consultation was "about
right". The rest of the women or more than a third (37%) felt that the consultation time was
"too short" (Figure 23).
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Figure 23. Client's perception of length of time for consultation (percentage)

A majority (63%) of the women asked about family planning. The health providers were
perceived by the clients as being knowledgeable about FP, as almost all of the women (21 out
of 23) answered that they were satisfied with the answers given by the health provider. For
the most part, they also felt that the explanations given by providers were "easy to
understand".
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A majority (71%) of the women felt that there was privacy in the health center examination
room. Clinic hours were convenient for all of the respondents.
Waiting time between the client's arrival in the clinic and the point at which she was seen for
service was not perceived as a problem for women. Almost half (45%) said that they did not
have to wait to be seen for service since they were immediately attended to. More than half
(56%) did some waiting before they were attended: 48 per cent waited for less than 30
minutes while the remaining 8 per cent waited from 30 minutes to an hour (Figure 24).
However, all of them perceived the waiting time as reasonable. They also found a cool and
comfortable waiting place.

Figure 24. Client's waiting time between arrival and being seen for service
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More than half (55%) of the clients went to the health center unaccompanied. Five out of
38 women were accompanied by a friend or a neighbor (Figure 25). Half of the women
believed that their husband would have accompanied them had they asked. For women
whose husbands could not come, all said that it was because their husbands had work or
were in a distant place.
Figure 25. Client's companion to the health center

More than half (66%) of the women disclosed that personal questions were not asked during
their consultation. For those who were asked personal questions, almost all (11 out of 13)
did not find the questions rude or offensive.
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A majority (66%) of the women preferred to be attended by a provider of a particular sex,
with all of them preferring female service providers. They obtained their preference since all
were in fact attended by female providers. A majority (69%) preferred accommodating/
caring/ gentle providers while almost a fifth (19%) preferred patient/ not strict/ understanding
providers. Another 19 per cent preferred providers who respect clients/ treat clients as equal/
and do not choose clients (Figure 26).
Figure 26. Preferred characteristics of service provider

Health clinics were accessible to clients. Travel time for a majority of women (76%) took less
than 30 minutes while almost a fifth (19%) of the women's travel time from home to the
health center took from 30 minutes to an hour. No client was made to pay for the
services and medicines she received. Almost all (92% ) of the women were willing to
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recommend the services of the health center to their friends. Forty-two per cent of the
women noted "fast service" as what they like most in that particular visit (Figure 27). A
large proportion (37%) also took note of the "caring" and "kind" staff which they encountered
in the clinic.
Figure 27. Items about the health center liked by the client during her visit

Most of the women (71%) had heard about STDs/ RTIs while a majority (78%) felt that
they would feel comfortable talking with a doctor/ nurse/ midwife about STDs/ RTIs.
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CONCLUSION
Client perceptions about the services and facilities offered in the health center were generally
favorable. The results of the SA showed that the equipment and facilities for family planning
met the minimum requirements for a standard FP clinic. However, equipment and supplies
for the management of reproductive tract infections were incomplete, and even altogether
lacking within the sampled clinics. This in turn limited access to the RTI services, such as
laboratory tests, that the clinic could offer. Moreover staff capability was generally adequate
for family planning, but not for RTI management, as very few health personnel had trained
in managing RTIs. The staff who were trained also said that their training in RTI
management was inadequate.
The observations of client-provider interaction also showed that topics during the
consultation covered family planning concerns, but not RTI concerns. Neither the client nor
the provider was able to spontaneously bring up (or ask questions about) the topics of RTI
transmission, prevention, and treatment or even the association of certain FP methods with
RTIs. There were also omissions on the part of the provider in the performance of the pelvic
exam.
In general, clients perceived the services in the health center as adequate, but the situation
analysis showed that facilities, client-provider inteaction, and staff capability can still be
improved, most particularly with regard to the proposal to upgrade RTI management skills.
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